in the eye and is pathognomonic of the disease. The arteries too are of the " copper wire " typea sign, however, which is no more than an exaggeration of normal appearances and so is less valuable than the two former. In each eye are a few haemorrhages which are situated in the nerve fibre layer of the retina and show up the texture of this layer; they consequently have somewhat the appearance of tongues of flame, and so are spoken of as " flame-shaped haemorrhages."
A man showing the retinal signs of arteriosclerosis. A young woman whose eyes have suffered rather severely as a consequence of congenital syphilis.
A woman, aged 61, who for about 12 years at least has been the subject of diabetes.
A woman of about 50 with advanced secondary optic atrophy.
Before looking at these cases may we say a few words about them ?
With regard to the man who is the subject of arteriosclerosis; if we speak to him we find that his brain-like his eyes-is deteriorating, owing to a defective blood-supply. His in the eye and is pathognomonic of the disease. The arteries too are of the " copper wire " typea sign, however, which is no more than an exaggeration of normal appearances and so is less valuable than the two former. In each eye are a few haemorrhages which are situated in the nerve fibre layer of the retina and show up the texture of this layer; they consequently have somewhat the appearance of tongues of flame, and so are spoken of as " flame-shaped haemorrhages."
The next patient is a girl 22 years old. It will be seen that both corneae are somewhat diffusely hazy, and on more careful examination it will appear that this is due to a faint nebulous condition of them and that the tracks of old blood-vessels are present in their substance. If these bloodvessels are traced towards the sclerotic they will, for the most part, be found to disappear from view because here they enter opaque tissue. In contrast with this, the blood-vessels that are formed in connexion with superficial lesions of the cornea, when traced outwards, can be followed over the sclerotic into the conjunctival vessels. Both eyes are affected, as is invariably the case in the interstitial keratitis of congenital syphilis. In each fundus, scattered around its periphery, are very numerous more or less circular whitish areas, with pigment interlaced over them. These are scars of choroiditis, which was very likely an active disease at the same time that the interstitial keratitis was active. There are a good many fundus lesions, of which the cause is by no means certain, but when one sees the appearances which are present here one can be pretty sure that they are due to congenital syphilis. This patient has not the characteristic facies; she has, however.
Hutchinson's teeth, and her hearing is faulty from an involvement of the internal ear.
The next patient is a woman, 60 years old, who for 12 years at least has been the subject of diabetes, and during the last few years h r sight has deteriorated. It will be seen that she has some opacities in her lenses; but a woman of 60, whether diabetic or not, is almost certain to have some lenticular opacities. It is a misnomer to speak of these as diabetic cataracts. The proper diabetic cataracts are those which occur in young subjects who, but for the disease, would certatinly not have developed cataract. The youngest I have seen them occur in is a young girl of 16, but no doubt they may develop earlier than this. They usually start in the posterior part of the lens and progress rapidly, so that within a few months the whole of each lens is opaque. On examining the patient's retinme we find scattered over the central region a number of haemorrhages which for the most part are small and have a blotched sort of appearance. This type of haemorrhage is rather characteristic of diabetes.
It is unusual to find flame-shaped haemorrhages.
We also see a number of opaque white spots and areas in the central region distributed roughly around the yellow spot. One or two of them have a soapy or waxy appearance, they have hard edges, and there is no evidence of cedema around them. There is nostar figure and there are no cotton-wool patches.
It is sometimes said that there is no such thing as diabetic retinitis, that it is no more than renal or arteriosclerotic retinitis occurring in a patient who also has diabetes, and at first sight there are certain points which seem to support this view, for it is unusual to find retinitis in a diabetic without the blood pressure being raised and without albumen in the urine. There are, however, a good many points which make it clear that there is a form of retinitis which is dependent upon diabetes, for whereas in the first place renal retinitis may occur at almost any age (I have twice seen it in a child of 7) I have never seen diabetic retinitis in a patient younger than 39. It is true that as a rule there is albuminuria and the blood pressure is raised, but I have on several occasions seen retinitis in a diabetic in whom albumen was found to be persistently absent in the urine and the blood pressure figure, and the absence of cotton-wool patches.
The fourth patient whom we will consider is a woman of 50 with advanced secondary optic atrophy. By secondary optic atrophy is meant an atrophy which is the result of an antecedent disease in the optic nerve or retina. The most important example is that which follows papillcedema. By primary optic atrophy is meant the degenerative processes which occur, for example, in tabes dorsalis. It is important in some cases to be able to say that this is a secondary or primary atrophy, and it is often possible to do so with assurance. In a good many cases, however, it is not possible from the ophthalmoscopic appearance alone to say which form of atrophy we are concerned with. We may take the following as the chief points of distinction between the two:-In primary atrophy the disc edges are sharp, the disc itself is greyish in colour, it shows a shelving sort of cupping, the lamina cribrosa is exposed, and the vessels are not reduced in size. As syphilis is the commonest cause of this there may incidentally be signs of syphilitic disease of the retina or choroid. In secondary optic atrophy the disc edges are blui-red, the disc is an opaque white colour, the physiological cup tends to be filled in, the vessels are reduced in size, there may be a white sheathing along them, more especially along the veins, and there may be evidence of change in the surrounding parts of the retina, but nevertheless a good many cases of optic atrophy are observed where it is not possible to tell from ophthalmoscopic examination alone whether it is a primary or a secondary change; and let me say a word or two about the papillcedema which precedes the atrophy.
In papillcedema the disc edges are blurred, the disc is swollen, and retinal haemorrhages and exudates may be present, but the degree of sharpness or otherwise of the disc edges varies greatly under physiological conditions, and in the early stages of papillcedema it may quite wellbe impossible to say whether it is indeed early papillcedema or whether the blurring of the disc edges which is present is no more than a physiological variation; and if we are asked to report upon the condition of the optic discs in a patient whom we are told has headache and vomiting and in whom the disc edges are blurred it is particularly important to maintain a critical mind. It is obvious that if we allow a report upon the optic discs to be tinctured by the information that is given that-the patient has headache and vomiting it ceases to be of any value. 
